Neonatal testicular torsion (NTT) includes cases which occur in the first 30 days of life and is divided into two groups as prenatal and postnatal torsion. Prenatal testicular torsion develops in the intrauterine period and its etiology has not been elucidated fully. Prenatal testicular torsion is diagnosed at birth or on the first examination of the baby. In the postnatal testicular torsion, the first examination of the baby is normal and a firm testis is palpated in the follow-up. The incidence of neonatal testicular torsion is 6.1/100 000 (1) and it constitutes 10-22% of childhood testicular torsions (2). Prenatal cases are observed more rarely; there is no information about the incidence. In the literature, less than 200 cases of prenatal testicular torsion have been reported. On physical examination, discolouration in the scrotum and firm testiscle are observed. Only 0-5% of prenatal torsions can be saved (2). However, it should be kept in mind that shortening of the time between the diagnosis and operation is important in terms of saving the testicle in cases of NTT. Here, a newborn who underwent orchiectomy because of prenatal testicular torsion was presented and the importance of detailed examination of the genital organs on the first physical examination was emphasized.
the left testicle had a size of 16x11 mm. The parenchymal echo of the right testicle was normal. The parenchymal echo of the left testicle was decreased and heterogeneous and an anechoic cystic space was observed in the middle (Figure 2 ). There was no blood supply in the left testicle. Left intravaginal testicular torsion with necrosis was considered observing that the left spermatic cord was directed from the left testicular hilus towards the parenchyma and its diameter was increased. The patient was operated on the 6 th hour of life and it was found that the left spermatic cord was rotated 360° around its own axis intravaginally. It was observed that the blood supply did not improve, when the torsion was corrected. Hematoma and necrotic tissue were removed from the testicular capsule and orchiectomy was performed. Pathological examination revealed testicular tissue with hemorrhagic necrosis. No complication occured after operation and the patient was discharged at the age of 15 days.
Discussion
70% of NTTs in the literature are prenatal testicular torsions, the remaining have been diagnosed in the first month (2). Our patient was considered prenatal testicular torsion, since a mass was found in the testicle on the first examination performed after birth. The etiology of prenatal testicular torsion has not been elucidated fully, but difficult delivery, breech presentation, large baby, hyperactive cremasteric reflex and multiple pregnancy have been reported to be predisposing factors (3) . The fact that our baby was born as a large for gestational age baby was found to be the single risk factor.
In cases of neonatal testicular torsion, discolouration in the scrotum and firm, unpainful mass is palpated in the scrotum. Scrotal edema is usually not present. In our patient, darkening on the skin on the left side of the scrotum and firm testicular tissue were present. 2/3 of prenatal torsions are extravaginal (4). Our patient had intravaginal torsion which is observed more rarely. In a review examining neonatal testicular torsions, it was reported that 90.6% were extravaginal, 5.4% were intravaginal, 48% were in the left side, 44% were in the right side and 8% were bilateral (5). In the differential diagnosis of acute scrotum, testicular torsion, appendix testicular torsion, repairable or strangulated inguinal hernia, trauma caused by breech presentation, hematocele, scrotal abscess, malignancy, ectopic spleen and ectopic adrenal gland should be kept in mind, though rarely observed in the neonatal period. Doppler ultrasonography is a sensitive diagnostic method. On ultrasonography, an enlarged testicle, a heterogeneous-avascular testicle with a normal size or a small hyperechogenic testicle may be observed (6) . Presence of an enlarged testicle suggests that torsion has developed previously. Nuclear scintigraphy may show decreased blood supply to the testicle (2, 7).
There is no consensus on the pathophysiology, requirement for surgery and time of surgery and management of the contralateral testicle. Immediate or late scrotal exploration may be performed with or without orchiectomy. In addition, contralateral orchiopexy may or may not be performed. In unilateral torsion, leaving the necrotic testicle in its place may theoretically damage the contralateral testicle by production of antisperm antibody (2). In our patient, unilateral orchiectomy was performed and no intervention was performed on the other testicle.
Unfortunately, the testicle can not be saved most of the time even with appropriate surgical exploration (1). In a review, the rate of saving of NTT was reported to be 8.96%. This rate increases to 21.7%, if urgent operation is performed (5) . One can wait in unilateral torsion, but urgent surgery is recommended in bilateral torsion to protect the remaining healthy testicular tissue (2) . Some advocate urgent surgery even if the torsion is unilateral to protect the other testicle from future torsion (8) . Since the testicle has a chance of being saved, 
